potentially missed because of normal auditory brain stem responses.
Acoustic reflexes have the advantages of being cheap, easy to perform, and usually immediately available. Despite their poor specificity their routine use would mean that about a third of patients could be reassured at their initial clinic visit and not require further investigation. However, the criteria used by us for normality are much stricter than those usually quoted, and they have not been widely used for this purpose. Further evaluation of sensitivity is necessary in a large group of patients with tumours.
This study shows that there are economic and clinical justifications for including tests of auditory brain stem responses and acoustic reflex thresholds in serial protocols for investigating suspected lesions of the cerebellopontine angle. With escalating health care costs many areas of clinical practice justify the close inspection that can generate such conclusions. Clinical audit should always take precedence over financial audit; when there are various options which are equally acceptable clinically, however, economic considerations may show some procedures to be more efficient than others, and these should be preferred.
We thank Professor M P Haggard for his helpful comments during the preparation of this paper.
I Sanders JW, Josev AF, (ilasscock ME. Audiologic evaluation in cochlear and eighth nerve disorders. Arch Otolarvngol 1974;100:283-9. Educational aspects-The educational benefits of clinical audit (box) have been considered in depth by Batstone.6 The committee believes that reviewing the lessons arising from previous audit meetings and ensuring that the conclusions of those meetings have been acted on is fundamentally important. Some departments have found it necessary to devote a whole meeting every six to 12 months to this purpose alone; it is essential that the educational potential of clinical audit is realised.
Responsibilities for clinical audit-Regional health authorities are responsible for ensuring that all doctors are participating in medical audit by April 1991: they will also facilitate cooperative audit between hospital and community authorities and coordinate global audit (see below), which entails collecting regional data, setting regional standards, and comparing against these the practice of individual units or clinicians. Our regional health authority has accepted the district medical audit implementation plan (box) produced by the district committee, which is now being implemented.
District audit advisory committee-Within the district this committee will supervise audit. Four clinicians representing a range of clinical and service specialties from each of the acute units and representatives from the community health unit and from management will make up the committee. They will be helped by an audit coordinator. The committee will report to the district medical advisory committee.
Unit audit committee-The four district committee representatives from each unit will themselves form the unit audit committee, together with the clinical tutor, a senior nurse, and a local general practitioner. Their objectives are broadly similar to those of the district audit advisory committee (box). In addition 10 Surgeons in this district already contribute data to the regional surgical audit global audit programme; the obstetricians and gynaecologists participate in global audit of obstetric and perinatal data; and four accident and emergency departments (including both at our acute units) are active in global audit. The committee's view is that global audit should be encouraged, particularly among smaller specialties.
Audit of outcome is probably the most difficult, controversial, and time consuming exercise. Generally, outcome will probably depend on the whole process of health care delivery during an episode of a patient's treatment in hospital and as such is a measure of the range of skills of the medical and nursing staff, the administration, and, indeed, every person or department the patient has contact with. More simply, aspects of outcome may be measured by a criterion audit approach. The committee will propose studies to assess the contrast between the perspectives on outcome between the patient, the general practitioner, and the clinician and also to measure the patient's perspective on outcome at the end ofhospital admission and several months later.
Patients and communications-As audit is concerned with improving the service to patients the committee will develop techniques to test service provision from the patients' perspective. There will be emphasis on ensuring good communication between doctors, all health care professionals, and especially their patients.
Many of these audit methods will be applied generally; investigations will also be targeted on treatments or conditions that are either common or associated with high morbidity, high mortality, or long stay. Many departments are actively implementing audit; some have been running audit for many years, and in some specialties audit is an absolute requirement for accreditation for higher training.
IMPLEMENTING AUDIT
The time required for audit will be appreciable for all concerned. Clinicians responsible for particular elements of audit work will require even more time, but such responsibility should rotate. The frequency of audit meetings will depend on the type of audit being performed; a monthly meeting of about 60-90 minutes is recommended as a minimum. It is important that the clinician charged with organising audit within the specialty produces a clearplan and timetable so that all doctors in the specialty know precisely what is expected of them. Firms that run clinical information systems may need internal weekly meetings to discuss the previous week's discharges and validate their data entry; such meetings are important but are no substitute for a structured audit meeting.
Reporting results-Detailed minutes of audit meetings are not appropriate, but the nature and outcome of every audit must be recorded."' The person responsible for audit within a department must agree with his or her colleagues who is responsible for documentation; this may be whoever is chairing the meeting. A report must be prepared and marked as confidential. It should be kept by the person with lead responsibility for audit in the unit and a copy sent to the district committee representative for the specialty. If audit results are considered relevant to another service or professional group you may determine how the information is to be shared.
Staffing-Initially, it is important to plan audit activity that can be realistically achieved with existing staff. By April 1991 at least basic audit activity (see above) and results from every department are expected. More elaborate forms of audit may require the help of audit assistants, and implementing computerised audit systems entails much effort in collecting and validating data to achieve complete data capture.'4 Clinical and non-clinical staff in each department will need to participate in audit, and part of their time will need to be so allocated. This commitment must be recognised in resources and funding. An audit coordinator and two audit assistants have been appointed, and the district committee hopes that departments will submit protocols for audit involving these assistants. By contrast, the committee may approach departments with proposals for districtwide projects with help from audit assistants.
Clinical information systems-Specialties already BMJ VOLUME 302 23 MARCH 1991 K> running computerised information systems will have rapid access to data analysed in a fashion suitable for audit.'5 Some regional funding will be used to help more firms install such systems. . Improvements were shown after a few months, and the considerable time devoted to monitoring was thought to be worth while and educational.
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